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There has been considerable debate over the indica- 
tions for elective surgery in the management of 
popliteal aneurysms. Proponents of conservative 
treatment cite patients with asymptomatic aneurysms 
being followed up for several years without incurring 
any ischaemic problems. They also quote significant 
complication rates for reconstruction and that many of 
the patients will die, usually from coronary arterio- 
sclerosis, before becoming symptomatic. ~4 Con- 
versely, those surgeons favouring aggressive lective 
intervention stress the reduced outcome following 
emergency surger~ and the risk of ischaemic ompli- 
cations in up to 33% of those patients managed 
conservatively, s-z° More importantl~ up to 33% of 
patients with acute preoperative ischaemia may 
require amputation in spite of urgent revascularisa- 
tion n, 22 Patients managed conservatively also feature 
4 12 13 a higher mortality rate" • than those undergoing 
elective ligation and reconstruction. 
More recently the role of intraarterial thrombol- 
ysis has been suggested as further evidence to back 
the call for conservative treatment of popliteal aneu- 
rysms. 3'~ Whilst encouraging success has been 
obtained using this approach, these are in relatively 
small numbers of patients, in centres where there are 
enthusiasts for the technique, so that close co-opera- 
tion between ward staff, radiologist and surgeons 
allows close monitoring of the patients' progress, a 
scenario that cannot be assumed in every hospital. To 
be effective, the delivery catheter should be sited 
beyond the aneurysm itself, into the distal popliteal 
artery or tibio-peroneal trunk. Lysis should then be 
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aimed at c!earing the run-off vessels onl~ prior to 
semi-elective ligation of the aneurysm with sub- 
sequent saphenous vein bypass grafting. Despite these 
guidelines, distal embolisation can occur in up to 13% 
of cases causing acute severe deterioration associated 
with increased morbidit~ including amputation, is 
stroke occurs in approximately 1% of patients, and 5% 
suffer major haemorrhage.l°In some patients the 
catheter cannot be suitably placed in such a position 
and in these patients intraoperative lysis during 
ligation and reconstruction should be considered 
instead. Either of these techniques can improve the 
run-off considerably; lysis of thrombus inaccessible to 
the smallest thrombO-embolectomy catheter and iden- 
tification of the best run-off vessel being clearly 
desirable. 
Even with these techniques there will be frag- 
ments that have embolised, prior to the acute event, 
which cannot be lysed or retrieved, thus permanently 
impairing the run-off and the chances of successful 
reconstruction. In some patients only a primary 
amputation, usually above knee, is possible, s 
In their series of 160 popliteal aneurysms from the 
Cleveland Clini@ 3 found that 88% (n = 76) of patients 
with initially patent aneurysms achieved normal 
postoperative function as opposed to 65% (n = 33) of 
those patients with previous thrombosis or emboli (p 
= 0.018). Similarly, in their patients managed con- 
servatively a markedly reduced functional outcome, 
(58%) was seen than in those reconstructed (82%). 
Following reconstruction, amputation rates varied 
from 2% in patients with asymptomatic aneurysms to 
7% in patients with chronic ischaemia caused by 
segmented istal occlusion and up to 34% in patients 
with acute thrombosis or embolisation. In the St 
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Mary's series, all 14 asymptomatic aneurysms under- 
went uneventful reconstruction. By contrast, of 32 
patients requiring urgent treatment, two required 
streptokinase to clear distal arteries and three required 
fasciotomy. Furthermore, 13 (33%) of 36 bypass grafts 
had postoperative complications. Postoperative clau- 
dication (3) and mild foot drop were ascribed to 
preoperative distal arterial disease. ~9 In a recent 
multicentre prospective study, 2° 79 of 80 elective 
procedures (98.8%) were patent at hospital discharge. 
One graft failed but did not result in an amputation. 
Further, of 64 popliteal aneurysms initially managed 
conservatively, 23 (36%) were bypassed within 22 
months due to enlargement or the onset of symptoms. 
Only one of these grafts failed, necessitating an above- 
knee amputation. By contrast, of 62 popliteal aneu- 
rysms presenting acutely, bypasses were performed in 
56 (18 had pre- or intraoperative thrombolysis) of 
which 10 (17.9%) occluded early. Three popliteal 
aneurysms were successfully lysed with no sub- 
sequent bypass. A total of 11 (17.7%) limbs were 
amputated (three primary, eight secondary). 
Planned elective reconstruction utilising auto- 
genous saphenous vein with optimal run-off, followed 
by a vein graft surveillance programme to protect the 
graft, is far more desirable than an emergency or semi- 
elective procedure associated with reduced run-off 
and higher morbidity/mortality. In those few patients 
developing graft thrombosis in this situation, secon- 
dary patency can often be achieved following graft 
thrombectomy or percutaneous lysis followed by 
distal outflow angioplasty, a 
We suggest hat all symptomatic popliteal aneu- 
rysms, all other popliteal aneurysms greater than 2 cm 
and all those containing thrombus should be managed 
with elective ligation and saphenous'vein bypass as a 
matter of urgency. Adopting such measures in asso- 
ciation with a readiness to use intraoperative lysis or 
preoperative percutaneous lysis in patients presenting 
with a thrombosed popliteal aneurysm allows the best 
possible chance to avoid critical ischaemia and the 
subsequent train of events. 
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